- MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBI.IC HEALTH AND WELFARE

0o N‘I" WRITE AMENDED " Repistration District Neo. _______[ﬁ—_}rimlry Registestion District No. -.TLLQ_E‘::Mistrar‘l No. .|

ON THIS STUD . F'-' D SEP L 3 Wbh3 - - i _
— 1P CE OF DEATH- i . . 2. "USUAL RESIDENCE {Whera.decessed lived. | institution: Residence before

a. COUNTY Jackson JRTE T si;‘n.fE : Mo b, coer:[' | ) admisaion) -

k. CITY {If outside corporate limits, give: TQWNSHIP anly) Length of atay In 1b e CITY - Inside Limits

oR - s . -
_ TOWN ¥ 20 Yra TOWN - Yerf? Ne D
. c. FULL NAME OF (If NQOT in hospital, give focatian) . Inside Limits d.. STREET (It cutsida, give [ocationf. Raside on Farm
. HOSPITAL OR - ADDRESS : . *

e '“5"‘“"°"Jackson Co. Ho spi al Yo Ne ] R 3 K ) 39 Mo yes X Ne O

© 3. NAME OF DECEASED First Middle 4. DATE Month Day- - . Year
~ _ ({Type or print) e T . OF L. -
. _Clerissa Schmidt : pEATH 8- 20 196;
5. SEX 4. COLOR OR RACE 7. Married [1 Never Married-[] |8, DATE OF BIRTH 9. AGE [lost birthday) | IF UNDER.1 YEAR IF. UNDER %4 HR
Widowed Divorced [ } ~{.Months | Days . Houn Min.

VS 300
Rev. 4/59

DATE AMENDED

"
3 I 69
T0a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTR¥{ ITJQ#%RCIN and state or countty) | 32, CiTIZEN OF WHAT COLINTRY .

during m;'soerking tife, even if retired) Hospital Illt. . .U. S A

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME - 14. NAME OF HUSBAND OR WIFE “- R

Unlknowm Unknown John I Schnﬂ dk fdao

15. WAS DECEASED EVER IN U.S, ARMED FORCES? 16. SOCIAL SECURITY NC. 17, INFORMANT Address

{Yes, no, Nutn)'lkﬁown) (If yas, give war or dates of servi Records Jackson CO Hosp. I{ c MO.

18. CALUSE OF DEATH (Enter only one causa.per line . INTERVAL BETWEEN
PART [. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDTATE CAUSE (a)

4

DOCUMENT

Conditions, if any, DUE TO (b)
which gave risa to

above cause (a), :
stating. the under-

lying cauvse last. OUE TO (c)

PART H, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted 10 the terminal PART 11, If deceased was female was
diyease condition given in PART ! (a) there a pregnancy in last 50 days.

ID Yes | O Ne l []_Uﬁi:nown

19. WAS -AUTOPSY 208. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter mature of injury in PART | or PART LI of uem 18.)
PERFORMED? ] o - [n] .
YEs[O NOE] . .

20c. THME OF Houl” Month, Day, Year [

INJURY a.m. .
pm.

20d. INJURY OCCURRED 0e. PLACE.OF INJURY (2.9, in or'about home, | 20f. CITY, TOWN, OR LOCATION A
WHILE AT WORK farin, factory, sireet, office bidg., atc.) ) .
NOT WHILE AT WORK [} :

21. | attended the decessed from_M.a%L],ngg-B— m_&..ag_;__%g__md last saw maliw Dn_8_520.-.63———

th /?urred at_s'? Eﬂgl_p_._m‘ m on the date stated above, and to the best of my knowledge, from the causes stated.

(Degree or ﬁtle‘]wl | O T 2zzADD:E§$ g ‘ 1 \ ua W

% ;
Za. BURIAL, CREMATIO . 23¢. NAME OF CEMETERY OR CREMATOIRY 23d. LOCATIGN [City, tawn, or county) {State)

HYAL ey } Indepenidence Mo -
_QIILOVB- AL196.5 Sglem G mo BY LOCAL REG

t FUNERAfDl 8 ’ O?TDLDeRESS . . f 3 . 24, REGISTRAR'S SI?NATUEE P
porgl Home,. ol I3, 06

{Licersed Embalmer's Statament on Reverse Side}
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MEDICAL CERTIFICATION

- USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

Philip oaper

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by i - Student Embalmer No.

working under my personal supervision.

Student
. Signature of Student Embalmer

't
FOR s
W

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR!TING (Failure
with the above constitutes grounds for revocahon of license).

1f embalmed. by a STUDENT, Ke also shall sign in his OWN handwriting.

If this body Is not.embalmed, fact should be so stated above.




